ABSTRACT: Ideologies of care, or systems of beliefs about the importance of particular goals and activities, help guide how care is provided. One currently pervasive ideology of care is that of normalization. In this paper, the ideologies of care of both house managers and direct care staff in group homes are contrasted. Results indicate that the ideology of direct care staff is less differentiated than that of the house managers. In addition, house managers are more likely to subscribe to a normalization ideology and less likely to subscribe to a family orientation ideology than are direct care staff. Ideological differences between house managers and direct care staff are only partially explained by differences in the demographic composition of the two groups.
extent to which normalization is accessible as an ideology of care to staff who care for clients with developmental disabilities and mental illness (Ramon, 1989; Stroul, 1989; Fleming and York, 1989) . This paper offers preliminary empirical evidence addressing how caregivers view their work with residents of group homes for the DD or MI client populations. Specifically, we address the following research questions:
1. What is the underlying structure or organization of the ideologies of care of caregivers who work in the community residential care system? 2. To what extent do these caregivers place importance on normalization and competing ideas about care? 3. To what extent can differences in ideologies be explained by the type of position occupied, demographic characteristics of the employees, and the type of client being served?
We begin by briefly defining normalization, describing its origins, and presenting key themes and conflicting views of this ideology of care. Then, we present the methodology and results of a study designed to investigate the research questions posed above.
NORMALIZATION AS AN IDEOLOGY OF CARE
According to Ramon (1988) , ~The principle of normalization contends that people with physical, developmental, or psychological disabilities should be able to lead as normal a life as possible, and social services should be constructed to make this goal attainable." Similarly, normalization has also been defined as ~The making available [to those with disabilities] patterns and conditions of everyday life which are as close as possible to the norms and patterns of mainstream society" (Nirge, 1970) . Definitional problems arise from difficulties inherent in specifying the ~'normative" aspects of '~everyday life" that ought to be made available to individuals with disabilities. Determining what '~normal" means is a difficult and complex task, especially given increasing recognition of the great diversity that exists among subgroups within the United States. Critics of normalization have gone so far as to argue that the principle, if used to obscure differences, constitutes an ideology of control (Anderton, Elfert, and Lai, 1989) .
Providing access to a ~normal" life is especially problematic given the varied and often shifting capacities exhibited by the clients for whom normalization is to be achieved. Efforts to operationalize and implement the principle of normalization by mainstreaming or otherwise integrating individuals with disabilities into the larger community must be reconciled with the need for greater acknowledgment of the special needs derived from the diverse personal, social, and cultural circumstances in which disabled individuals find themselves (Belzeaux, 1977) . Thus, normalization often does not entail simply treating disabled individuals like others in the community. Rather, it involves making modifications to both the physical environment (e.g. ramps, handrails, larger toilet stalls) and the social environment (e.g. sheltered workshops, special community recreation programs) in order to facilitate community living. At times, the quality and extent of these modifications may constrain efforts to achieve ~'normalcy". Again, proponents of normalization need to accommodate tolerance for diversity and differences, as well as pressures to assimilate.
The principle of normalization conveys a number of key themes or goals. One theme stresses the importance of integration into the mainstream community. Integration extends beyond simply physically locating an individual within a community setting; it encompasses the re-socialization of the client. Clients need to unlearn institutional behavior (Schulberg and Bromet, 1981) and to develop attachments to various community institutions, as appropriate to developmental stage and individual capacity. Ideally, the implementation of normalization goals involves the education and re-socialization of members of the community-at-large, also. This helps ensure that client contact with community members contributes to destigmatization of disabled individuals (Rhoades and Browning, 1982) .
A second theme in the normalization ideology is that care ought to foster independence. Independence can best be achieved through maximizing individual functioning. Teaching skills for community living is sometimes constrained by the routines of the residential care setting, the skill levels of the caregivers, and the imposition of conformity standards that exceed those experienced by non-deviant groups (Rhoades and Browning, 1982) .
Both developing attachments to a community and fostering independence can involve some risk-taking. As Horejsi (1979) stresses, a goal of normalization is to remove over-protective policies and to acknowledge the potential limitations of a program that is designed to protect, watch over, comfort, and keep safe. This may bring normalization into conflict with ideologies of care that emphasize more paternalistic, protective, safe-keeping goals.
Adopted initially by Scandinavian countries, normalization emerged in the U.S. as an aspect of the Civil Rights Movement in the late sixties and early seventies. Emerging side-by-side with the trend toward deinstitutionalization, normalization has provided an ideological justification for the diminished use of institution-based care and the return of individuals with developmental disabilities or mental illness to the community. Support for normalization as an ideology of care gained strength throughout the seventies, and was central to the reconceptualization and reorganization of community-based care marked by the transition from a focus on Community Mental Health Centers to Community Support Systems (Parrish, 1989; Schulberg and Bromet, 1981) .
In addition to structural changes in the way care is organized, administered, and delivered, the education and training of caregivers is essential to the provision of services based on the principle of normalization. Normalization and related ideas like deinstitutionalization and rehabilitation are discussed in texts used to train mental health practitioners (cf. Sands, 1991) . State and local administrators of MR/DD and mental health programs have also incorporated definitions and explanations of normalization into training programs for caregivers (Giampa, Walker-Burt, and Lamb, 1984) . Proponents of normalization assert, however, that too little explicit attention has been devoted to discussion of the values, knowledge, and skills required for staff to implement care consistent with this principle (Ramon, 1989) . Increasingly, researchers investigating the application of normalization ideology in Community Support Programs and Systems have raised concerns about the adequacy of training and socialization of case managers and other caregivers for work with DD and MI clients (Fleming and York, 1989) . Despite such concerns, however, little empirical evidence exists to demonstrate what staff who provide services to DD and MI clients actually believe about the goals and purposes of the care that they provide.
Given the growing emphasis given to the ideology of normalization in the community residential care system, it is anticipated that normalization will indeed be a guiding ideology for a large majority of the caregivers in this empirical study. However, it is also hypothesized that the caregivers will exhibit some ambiguity or lack of clarity about the nature of the core components of normalization, and how these core components relate to more traditional, paternalistic views of care. Lastly, it is expected that the more highly educated and manag-erial caregivers will report the strongest support for the normalization ideology.
METHODS

Data Collection and Sample Description
Participants in this study were direct care staff and house managers who worked in group homes that provided residential care for 6 to 12 developmentally disabled or mentally ill adults in 11 counties of Michigan. Fifty-five of the 73 eligible non-profit provider agencies agreed to participate, allowing staff members working in their group homes to be recruited. Employees from 269 group homes participated in the study.
Data were collected from employees using self-administered surveys. In 1989, a survey was sent to each staff member at the group home where he or she was employed. Five dollars were enclosed with each survey as remuneration for the time expended in filling it out. Out of the 2915 employees present in the participating group homes, 2008 (69%) completed a survey. Only the home managers (n= 192) and the direct care staff (n=1653) were included in the analyses for this study. Table 1 provides a description of this sample of house managers and direct care staff. The sample is composed of mostly young, white women. House managers tended to have been in their jobs longer than direct care staff. Approximately 85% of the employees worked in homes serving developmentally disabled clients.
Measures
During the pilot phase of the study, key themes pertaining to employees' ideologies of care emerged from semi-structured interviews conducted with group home staff. These themes informed the development of 14 closed-ended items that asked employees, "How important is it that you do each of the following as a part of your job in the group home". The items (listed in Table 2 ) were pretested in focus groups before the survey administration. A seven-point response scale was used for each item (l=Not at all important, 7=Extremely Important).
RESULTS
Responses to the 14 ideology items were subjected to a principal components factor analysis. Separate analyses were run for home manager responses and direct care staff's responses. A varimax orthogonal rotation was used. The number of factors with eigenvalues greater than one differed across the two groups, as did the structure of the factors. Table  2 presents the resulting factors, including the item content, factor loadings, and the amount of variance explained by each factor. Items with factor loadings of .5 or greater are listed. Four factors resulted from the analysis of the house managers' responses. The normalization factor explained 20% of the variance in the items and contained items relevant to integration of clients into the community, maximization of clients' skills for independent living, and the socialization of clients toward living a normal life. The family orientation factor explained 17% of the variance in the items. This factor was composed of items that tapped the affective benefits of family living, the instrumental aid normatively proffered to children by families, and the goal of keeping clients well-groomed and docile. The factor labelled "protection of rights" seemed to tap house managers' concerns with avoiding critical incidents and ensuring that clients are living in the ~'least restrictive environment" appropriate for them. This factor does not appear to represent a paternalistic protective motive (e.g. keeping clients safe at all costs), but rather an advocacy stance that care should be provided smoothly and efficiently in order to avoid unnecessary dangers, but that at the same time clients' rights would be violated by an isolated, over-protective, overly restricted residential setting. The last factor, labelled business orientation, included the goals of cost-effectiveness and professionalism.
The ideology of care of the direct care staff was less differentiated than that of the house managers. Only three factors emerged rather than four, and the normalization factor explained 29% of the variance in the items. The items most strongly related to this factor were the same items that constituted this factor for the house managers. However, five additional items loaded on this factor for the direct care staff: making sure that the individual rights of each client are protected, making clients' lives in the group homes as much like any other household as possible, keeping clients separate from the rest of the community (negative loading), providing clients with a feeling that they are part of a family, and making sure that things run smoothly and efficiently in the group home. Thus, items from the house managers' '~protection of rights" factor and 'Tamily orientation" factor constituted part of the normalization ideology of direct care staff.
The family orientation factor was the same as that of the house managers, except that the item ~'to keep clients clean, neat, and quiet" did not load on this factor. Indeed, this item did not load on any of the factors in this analysis. The business orientation factor replicated that of the house managers.
Based on both our a priori assignment of items to factors and the results of the two factor analyses, we developed multi-item indexes to measure normalization and family orientation. The normalization index is the mean of 5 items: encouraging clients to become more independent and do more things for themselves, helping clients realize that they can lead a normal life, keeping clients separate from the rest of the community (reverse coded), helping clients live in the community just like anyone else, and teaching clients skills for living in the community. The family orientation scale is the mean of three items: providing clients with a feeling that they're part of a family, doing things for clients that are difficult for them to do themselves, and providing clients with the kind of support that a relative or friend might be expected to provide. Although these measures don't perfectly capture either of the factor structures shown in Table 2 , they demonstrate good
face validity and adequate inter-item reliability. Cronbach alphas for the normalization scale are .79 for the home managers and .80 for the direct care staff. Cronbach alphas for the family orientation scale are .62 for both groups. Table 3 presents the descriptive statistics for these ideology of care measures. The means for the normalization scale were very high for both groups, indicating that belief in the importance of normalization goals was quite pervasive. However, the mean for the house managers was slightly higher than that of the direct care staff, and there was less variation in the house managers' responses. The means for family orientation were lower than those for normalization, and direct care staff placed more importance on these goals than did house managers. As one would expect given the less differentiated factor structure of the direct care staff, the correlation between the two ideologies of care was higher for the direct care staff. However, the correlation between the two ideologies was positive for both groups, indicating that normalization and family orientation are not viewed as competing ideologies. Rather, the more strongly one believes in the importance of one ideology, the more likely one is to subscribe to the other ideology also.
As indicated in Table 1 , there were demographic differences between the house managers and direct care staff. To what extent do these demographic differences account for the differences between the two groups in terms of the strength of their commitment to these ideologies of care? In order to answer this question, we used multiple regression Group Differences F = 8.20** F = 8.73** Z = -2.61"* Ideology of care scales are measured on 7-point scales, ranging from (1) = not at all important to (7) = extremely important. **p < .01.
techniques, regressing the ideology scales on the demographic variables and a dummy variable for job type (l=direct care staff, 0=home manager). If the demographic variables explained the differences in ideology between the two groups, one would expect the coefficient on the job type dummy variable to be non-significant. When job type was the only independent variable included in a regression model explaining the extent of belief in normalization, it had a coefficient of -.21 (p < .01). When the demographic variables were added to the model (see Table 4 ), the regression coefficient for job type did not change (b=-.23, p < .01). Thus, the difference between the house managers and the direct care staff was not due to demographic differences between the groups. Female caregivers, less educated caregivers, and those employed in group homes for MI clients placed higher importance on normalization goals than did other caregivers. However, all of the independent variables in the regression model only explained a very small fraction of the variance in normalization (R2=.03).
When family orientation was regressed on job type, the coefficient was .18 (p<.05). When the demographic variables were added to the .03*** .13"** 
= Group home for the developmentally disabled cSex dummy variable coded (1) = Female, (0) = Male dRace dummy variable coded as (1) = Not White, (0) = White *p < .05 **p < .01 ***p < .001 model, the regression coefficient was greatly reduced (b=-.02, ns). Thus, demographic differences did explain differences between house managers and direct care staff in terms of the importance given to family orientation goals. Demographics, in general, were more strongly related to family orientation than they were to normalization (R 2 =.13).
Older employees, those who had not been on the job long, minority employees, and those less educated were likely to grant greater importance to family orientation goals. Employees in group homes for MI clients were less likely than those working in homes for DD clients to subscribe to the importance of a family orientation.
DIS CUSSION
The results of this study indicate that belief in the importance of normalization is quite strong and quite prevalent among the caregivers in these group homes. Support for the importance of the goal of creating a family environment for the clients is also strong, although less so than support for normalization (particularly among house managers). In addition, caregivers appear to perceive little conflict between the two different ideologies. Thus, the introduction and diffusion of the normalization ideology seem to have occurred without totally displacing more traditional, paternalistic views of care. The prevalence and strength of the caregivers' commitment to normalization bodes well for the provision of care based on normalization goals. However, the definitional differences suggested by this study's factor analyses may have more problematic implications. Conflicting ideas about what normalization means and the failure to develop more fully this ideology among caregivers could be significant barriers to the realization of the aims of community-based care (Parrish, 1989) .
Both the home managers and the direct care staff perceived normalization to encompass the key themes of integration into the community and independence. However, the direct care staff also included the protection of individual rights and, to a certain extent, the provision of a family environment as goals of normalization, whereas house managers did not. Clearly, this could lead to misunderstandings between the two groups about the goals or purposes of care. Ideological differences could also contribute to a lack of trust and cooperation between home managers and direct care staff. If home managers sense that their staffs do not adequately differentiate between various goals or ideologies of care, then they may be less likely to share decision-making power and participate fully in a team approach to care (Cherniss and Krantz, 1983) .
The existence of differently defined ideologies of care can be disruptive, particularly when caregivers hold competing ideologies that are obviously contradictory (Anderton, Elfert, and Lai, 1989) . Even subtle differences in ideologies may be problematic. For example, group home staff often need to make decisions about the extent of risk worth taking in the quest for normalization. They need to address questions such as "how much time should the clients spend outside of the home and in the community?" and"to what extent or at what point should clients be allowed to attend community events on their own?". If little ideological clarity or consensus exists in terms of the trade-off between normalization and the desire to keep clients safe and protected, these questions may be difficult to answer. Another trade-off entails the time given to learning skills for independence versus time spent in general socializing and in providing affirmational support. If staff have varying commitments to these goals, then inconsistent, disrupted, conflict-laden care might result.
Clearly, we need more discussion at the policy level about the inherent tension between the goals of normalization and the goals of an '~in loco parentis" approach to care. We have made the linguistic switch from ~house parents" to ~'house managers", but have not clarified the extent to which professional detachment should replace the surrogate family model of care. There has been little debate at the policy level about when protectiveness crosses the line into restrictiveness; when a more parental, paternal approach to care becomes a means for inappropriately exercising control over clients' lives; and when the goals of providing social interaction and emotional support should give way to other goals of care. Once policymakers and program developers have more fully discussed these issues and developed clearer guiding principles, then perhaps extended discussion and value clarification exercises could be incorporated into training programs for the providers of residential care to DD and MI clients.
Increased ideological debate may enhance the effectiveness of the team approach to caregiving, as noted above. In addition, there is some evidence that a strongly held, well-defined ideology can be an important resource to caregivers (Cherniss and Krantz, 1983) . Through enhancing caregivers' commitment to their jobs, as well as through increasing their confidence in their ability to act in the clients' best interests, a strong ideology of care may reduce both staff burnout and employee turnover. Such outcomes could be beneficial to both caregivers and clients.
